Septicaemia in the first few months of life is still unfortunately a relatively common condition, but the introduction of antibiotics has altered the prognosis dramatically. However, certain factors, such as a failure to reach a diagnosis, or an unusually virulent or resistant organism, may result in death.
Bacterial endocarditis is a rare complication of septicaemia in infants, and the existing descriptions are, in general, unsatisfactory because of insufficient bacteriological and pathological detail (Morison, 1952) . Sansby and Larson (1930) gave several references from the German literature of between 50 and 70 years ago and they also collected more recent reports on cases of bacterial endocarditis occurring in infants, but most of these were incomplete. Their own case was supported only by macroscopic descriptions of the heart and the causative organism was not named.
Since this paper, D'Ewart (1931) recorded a case of a 13-day-old infant with a staphylococcal septicaemia. The heart lesion was on the posterior wall of the right ventricle near the pulmonary valve. Brandes (1933) reported the occurrence of gonococcal tricuspid endocarditis in a 10-day-old infant. Plaut and Sharnoff (1935) and Plaut (1939) During the first two days in hospital, despite the disappearance of fever, his condition deteriorated, oedema of the legs and sacrum developed, and, in addition to deepening jaundice. an extensive purpuric rash appeared on the trunk and limbs. Thereafter both the jaundice and purpura slowly faded although the oedema increased. Six days after admission he was free of jaundice buit the oedema remained. As he was still feverish, terramycin, 50 mg. six hourly orally, was substituted for aureomycin. The infant began to improve steadily and the oedema slowly disappeared. The liver and spleen became smaller. He was discharged home on October 3, 24 days after admission, apparently in good health.
For two days he remained well, but then he began to vomit and became dyspnoeic during his feeds. He was anorexic. A systolic murmur was present over the whole of the praec ordium but it was maximal at the apex. The apex beat vwas rather diffuse and it was in the fifth interspace about half an inch outside the mid-clavicular line. The infant was readmitted in the evening of October 7. In addition to the cardiac signs, the liver extended for about 2 in. below the costal margin and the spleen was again easily palpable. A blood culture taken on admission later proved to be sterile. Oxygen therapy and terramycin were given but the infant died suddenly next morning. 
ARCHIVES OF DISEASE IN CHILDHOOD
ABSTRACr OF POST-MORTEM REPORT. Both pleural sacs contained an increased quantity of fluid. The lungs were firm and oedematous. The heart was increased to about one and a half times the usual size due to hypertrophy and dilatation of the right ventricle, and by dilatation of the left ventricle. Firmly adherent to the posterior cusp of the mitral valve and projecting into the left atrium there was a large elongated, firm mass of thrombus, about 2 cm. in length (Fig. 2) . Smaller masses of thrombus were adherent to the other cusps. The cusps themselves were not obviously thickened, nor were the chordae tendineae shortened or thickened. The other valves of the heart showed no abnormality. The peritoneal sac contained an excess of clear fluid. The liver and spleen were both increased to about one and a half times the usual size, the result of a chronic venous congestion. Each kidney showed small, whitish, firm areas in the cortex, probably infarcts.
MICROSCOPICAL REPORT. The lungs, liver and spleen showed the typical features of chronic congestion. In the kidneys the presence of small cortical infarcts was confirmed. Sections of the mitral valve showed the cusps to, be composed of granulation tissue (Fig. 3) . On the surface was a mass of thrombus into which this granulation tissue was extending. Numerous clumps of Gram-positive cocci were evident throughout the thrombotic mass. In addition to the large thrombotic mass noted at necropsy, microscopy confirmed the presence of smaller vegetations on the other cusps, and in these the histological picture was similar. The tricuspid valve showed no abnormality.
The pathologist concluded that this was a case of acute infective endocarditis, apparently altered as a result of antibiotic therapy, in which mechanical obstruction resulting from massive thrombus deposition on the mitral valve was an important factor in causing death. Comment This case presented initially with the characteristic signs of septicaemia. The infection appeared to be staphylococcal as this organism was grown from the umbilicus and Gram-positive cocci in clusters were seen in the section ofthe mitral valve vegetation.
The -infant apparently responded to antibiotics and when he was discharged from hospital no cardiac abnormality was suspected. The clinical picture on his readmission four days later was that of congestive heart failure. The cause of the symptoms was only discovered at the post-mortem examination when the size and situation of the endocardial vegetation showed that there must have been intermittent obstruction of the mitral orifice. 
